higher percentage of perianal and ischiorectal abscesses will become fistulh-in-ano. I believe that antibiotics are responsible in the subphrenic region also.
This does not suggest that one should not use antibiotics, but their use should reinforce an ancient surgical principle: 'Where there is pus, let it out.' Although antibiotics may abort an infection prior to pus formation and be a valuable adjunct to surgical treatment of an abscess, they are no alternative to the drainage of established pus.
It may be thought a satisfactory compromise in a very ill patient to use-antibiotics and delay drainage to a later and safer date. This has two dangers: (1) Although mortality rates following surgery alone do not appear to have altered in three decades (32% - Ochsner & Graves 1933 , Carter & Brewer 1964 , unaided treatment by antibiotics causes double the mortality (67-3 % - Carter & Brewer 1964) and the danger of delay in surgical intervention seems obvious. (2) Should the treatment be effective, the temptation to abandon the initial plan to drain at a later date is great, and if pus was present in the first instance a chronic abscess may well have been created.
Our cases of chronic subphrenic abscess, previously reported (Rosenberg 1968 ) had delays in diagnosis ranging from three months to twelve years. Three patients who had exceeded three years suffered repeated feverish episodes, with vague pain, chronic ill-health and anemia, all of which were unnecessary and, had not each episode of reinfection been treated with antibiotics, either by the family doctor or our own clinics, the diagnosis might have been made and drainage instituted. It is of course a danger that withholding chemotherapy might have led to no diagnosis and a more disastrous result, but this is less likely if the diagnosis is always kept in mind.
Other changes appear to have taken place over the years. Professor Gillespie has explained why many more abscesses now have mixed infections, whereas a solitary organism was more commonly reported in the past. We have noted, as have others (Gerwig & Blades 1956 , Wetterfors 1959 , Carter & Brewer 1964 , an increasing preponderance of staphylococci (especially in chronic abscess). This would imply a higher percentage of abscesses arising from operative infection and a lower percentage from intestinal organisms, i.e. fewer anastomotic leaks.
The space involved is relevant to drainage. Today the anterior spaces, right and left equally, are commonest (Gerwig & Blades 1956) whereas previously the right superior posterior space was commonest (Ochsner & Graves 1933) , and the majority can be approached via a subcostal incision on the appropriate side and drained, ideally without opening the peritoneal cavity. Drainage of a chronic abscess is similar in principle to draining a thick-walled empyema, the cavity being allowed to fill in from its base, and the removal of the drain being governed by repeated sinograms.
Mr A M Desmond (St James's Hospital, London SW12) said that the causes and types of subphrenic abscess had changed in the last few years. The type which commonly followed appendicitis, perforated diverticulitis and cholecystitis had become relatively uncommon and this could possibly be attributed to the free and early use of antibiotics, on diagnosis of the primary condition. Subphrenic abscess following perforation of a peptic ulcer had almost completely disappeared in his practice. He believed this was largely due to treatment by radical surgery, either gastrectomy or vagotomy and drainage, because in carrying out these radical operations meticulous toilet of the upper peritoneal cavity and perihepatic spaces, with opening up of these spaces, prevented loculation offluid.
The commonest cause in his experience today was iatrogenic, particularly associated with inadvertent damage to the spleen during upper abdominal surgery such as gastrectomy, vagotomy or hiatus hernia repair, and necessitating splenectomy. Other cases had been due to opening the cesophagus during vagotomy or hiatus hernia repair, pancreatic injuries during biliary or gastric surgery and occasionally a leaking gastric anastomosis or duodenal stump.
In these cases antibiotics could be dangerous and obscure the underlying cause of the patient's pyrexia. Furthermore, surgery having disrupted the anatomical perihepatic spaces, the abscesses did not occur in the usual positions and localization could be difficult. The abscesses were often multilocular.
For this reason he used the extraserous approach and never, if he could avoid it, drained through a rib bed. Also on occasion it might be necessary to drain multiple abscesses by formal upper laparotomy.
Two recent cases of so-called 'cryptogenic' subphrenic abscess had presented with pyrexia of unknown origin, and the diagnosis was established late in the disease. Realization that these could occur was half the battle. Both were drained following laparotomy because of the uncertainty of the diagnosis.
He had had one case of chronic subphrenic abscess which was diagnosed 31 years after emergency operation for diverticulitis. The patient had attended a physician for his chest condition and the diagnosis became obvious when a fluid level suddenly appeared in the abscess for no apparent reason. It was drained through an upper laparotomy and the lower aspect of the 'diaphragm' appeared relatively normal. Because of the uncertain diagnosis, the 'diaphragm' was needled and the abscess found and opened, and then it became obvious that what appeared to be the lower aspect of the diaphragm was the wall of the encysted abscess. In his experience pyogenic intrahepatic abscesses were a not uncommon finding at autopsy. Sometimes no cause could be found, but serious intra-abdominal sepsis such as diverticular disease of the colon was the usual cause. The differentiation from subphrenic abscess could be difficult and in 2 recent cases, when exploration for a subphrenic abscess failed to reveal pus, needling of the liver revealed a large intrahepatic abscess, with a satisfactory outcome after drainage.
Mr George Qvist (London) said that leukocytosis was not always present with subphrenic abscess and that on the contrary leukopenia was not infrequent in such cases.
One of the commonest causes of subphrenic abscess was splenectomy, an operation which was having to be performed much more frequently nowadays as a complication of vagotomyindeed vagotomy probably provided the most common indication for splenectomy at present.
Finally, drainage of a high localized subphrenic abscess might be performed more safely by rib resection directly over the abscess than by twelfth rib resection which might result in a pneumothorax if the area of pleural adhesion had not extended down to this level.
Mr R H F Brain (London) pointed out the dangers of any form of rib resection designed to drain subphrenic abscesses. These remarks were illustrated by a diagram of the anatomical relations of the pleura to the 12th rib, the pleural cavity being always at risk unless the abscess was already of sufficiently long standing to have obliterated the costal sinus. A subcostal incision was recommended at all times. Mr Harley, in reply to questions, said that in regard to mortality of subphrenic abscess a full discussion had been given elsewhere (Harley 1955a (Harley , 1969 . The two most important factors which influenced it today were the presence or absence of other complications, and the performance and method of drainage. The overall mortality for 212 patients studied by him was 387 %. When no complications were present (Group I, 54 patients) the mortality was 16-7%, and when serous pleural effusion was the only complication (Group II) it was 27-2 %; when more serious complications were present in the chest or abdomen (Group III, 137 patients), the figure rose to 48-9%. When thoracic complications were present (60 patients) 40 % died, whereas when abdominal complications were present (96 patients) the figure was 55 2 %. The mortality of the 24 patients with associated liver abscesses was 70'8 %.
Drainage was carried out in 167 patients with a mortality of 25-7%, as against 82-2% mortality among 45 cases when the abscess was not drained. Extraserous drainage (64 patients) carried a mortality of15 6 %, whereas for transserous drainage (87 patients) it was 31 %. The mortality for transpleural drainage (40 patients) was 25 %, and for transperitoneal drainage 36-2 % (47 patients). Mr Harley and almost all other authors favoured the extraserous approach, but Wooler (1956 ), Boyd (1958 , 1966 and Moore (1963) favoured the transthoracic approach to posteriorly placed abscesses. Abscesses in any situation could be drained most efficiently by extraserous routes provided that the incision was long enough to accommodate the hand. The advantages of extraserous approaches had been detailed elsewhere (Harley 1969) .
